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Dear Editor,
Dr. Nagatani and colleagues, in their comments on our
study of natural history of sphenoid-orbital meningiomas
(SOM) [8], have recommended not resecting the portion of
SOM involving cavernous sinus (CS) and superior orbital
fissure (SOF) in order to avoid the risk of permanent cranial
nerve dysfunction.
As indeed pointed out, the resection of SOMs is
associated with a range of complications.
The reported numbers of postoperative neurological
complications after resections of SOMs (primarily cranial
nerve palsies) range up to 100% for trigeminal hypesthesias
[3, 9], 13% for oculomotor palsy [2, 5, 10], and up to 6%
mortality have also been reported [2, 5]. Furthermore, a
recurrence rate of up to 50% after a surgical resection has
been reported [1].
As we have explained in our recent paper on the surgical
results of SOM [7], given the limited improvement in
prognosis and the complications involved in surgery, the
aim of surgical treatment for SOM should be restoration of
visual acuity and reduction of proptosis, rather than
complete tumor removal.
In our group of 66 patients, surgery arrested visual
deterioration or improved visual acuity in 91% of our
patients. Furthermore, a substantial reduction in proptosis
was achieved in 85% of the patients. Proptosis was
reduced by 2.6±2.6 mm; however, we had hoped to
achieve a better result and were disappointed by this level
of improvement [7].
To resect SOM, different surgical approaches are used,
including transzygomatic, pterional, frontotemporal, combined
transcranial-transmalar, and cranio-orbital approaches. All of
theseapproachesallowsufficientaccesstotheorbitandmiddle
fossa base for bony and soft-tissue tumor resection, as well as
decompression of the SOF and optic canal [1–3, 5, 7, 9, 10].
The surgical approach can be tailored to the individual
case. Decompression of the optic canal can be achieved
through a frontotemporal approach combined with orbito-
zygomatic (OZ) or a frontotemporal approach alone. We
recommend that the frontotemporal approach combined
with OZ be reserved for cases that require wide surgical
exposure.
Recently, Lund and Rose [4]r e p o r t e d1 2p a t i e n t sw i t h
SOM who underwent endoscopic endonasal medial
orbital wall decompression and decompression of the
optic canal in eight patients with opticopathy and visual
deterioration. In these patients, the opticopathy improved
and the visual acuity improved by one to four lines on
the Snellen chart.
In our view, a craniotomy for debulking is not indicated
for patients who have mild proptosis or no visual
deterioration. Also, when the major symptom is proptosis
without optic canal stenosis, an extended lateral orbitotomy
alone can be preformed to avoid the complications of a
craniotomy. Extended lateral orbitotomy or total lateral
orbitotomy has been used routinely for severe cases of
Graves’ orbitopathy and tumors in the orbital apex [6, 7].
Because the majority of SOMs are resected sub-totally,
radiotherapy should be considered as an adjuvant treatment
for SOM, as postoperative radiotherapy might give a better
control of tumor growth, with minor side effects.
When there is an extension of SOM to CS, we do not
recommend a surgical intervention of that portion of tumor,
and radiotherapy should be considered. However, the
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damaging cranial nerves. In conclusion, like Dr. Nagatani and
colleagues, we recommend in the surgical resection of SOM a
symptom orientated approach as opposed to a radical
resection, as extensive surgical resection can be associated
with significant postsurgical morbidity.
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